Purpose -The purpose of this study is to synthesize findings from health care research with those in service research to identify key conceptualizations of the changing role of the health care customer, to identify gaps in theory, and to propose a compelling research agenda.
Introduction
Globally expenditure on health care is approaching $6.5 trillion (Thomas et al., 2014) . All developed economies face problems with increasing pressure on health care budgets due largely to an aging population, development of new treatments, technological advances that increase demand for treatment, and rising health care customer expectations. Clearly, health care services are not sustainable in their current form and operating models (World Health Organization, 2008) . In addition, the nature of medical problems in the Western world is shifting from acute conditions to chronic and ongoing illnesses (Institute of Medicine, 2001) , demanding revised models of health care service delivery both within hospitals and clinics, as well as in primary health care. An important question then is what is the role of the health care customer given these significant changes?
Traditionally, customers have been viewed as having a relatively passive role, essentially a recipient of what an organization does for them (Payne et al., 2008) . This view has been prevalent in health care (Berry and Bendapudi, 2007; Lorig and Holman, 2003) . But instead of viewing customers as passive, merely responding to market offerings, customers can be active in co-producing the service with health care professionals. In health care, this means that the customer (patient) can have a much more active role in their care by contributing a range of personal resources such as information and knowledge, and by engaging in a range of activities by themselves and with others to improve their health and well-being (McColl-Kennedy et al., 2012; Ostrom et al., 2015) .
In health care research, researchers have started to consider the passive role of the customer as limiting in the further development of health care (Hardyman et al., 2015) . Attempts to redefine the roles of the health care customer have taken place through the introduction of different practice approaches, i.e., conceptualizations of the organizing frameworks that define roles, activities and associated interactions within health care. Accordingly, in health care research several practice approaches, such as Patient Participation (Roter, 1977) , Self-Managed Care (Lorig and Holman, 2003) and Patient Centered Care (Epstein and Street 2011) , have started to expand the role of the health care customer from passive to active with the customer being given greater responsibility for managing their own health.
In service research, Berry and Bendapudi (2007) identified health care as a "fertile field for service research" and provided a foundational platform to guide health care service research.
They describe health care customers not only as being sick, in need of privacy and "whole person service", but also at risk and reluctant. Health care related activities are not something that individuals approach willingly, but rather, it is something considered more of an obligation (MacGregor and Wathen, 2014) . However, recent studies of health care customers provide important new insights into customer practices (McColl-Kennedy et al., 2012 , 2016 Sweeney et al., 2015) , the role of positivity for customer participation in health care service , the importance of forms of messaging (Bone et al., 2009) and the dynamics of customer adherence to advice (Keller et al., 2011; Seiders et al., 2015) . In addition, the introduction of eservices provides health care customers with greater access to knowledge and potentially fuller understanding of their illness and suggested activities that they can perform themselves to improve their health outcomes (Gummerus et al., 2004; Tian et al., 2014; Topol, 2015) .
To date research on health care has been carried out largely along disciplinary lines, with little sharing of knowledge between medicine, nursing, and allied health on one hand and service research on the other. However, there is much to be gained from integrating findings from the disparate literatures. Here is where this paper contributes. The purpose is threefold: first, to synthesize findings from health care research with those in service research, identifying key conceptualizations of the changing role of the health care customer through key practice approaches; second, to examine the extant research and identify gaps in theory; and third, to propose a research agenda to guide future health care service research. This paper contributes in at least four important ways. First, by taking a multidisciplinary approach, the research builds on and extends Berry and Bendapudi's (2007) foundational platform for health care service research, reviewing and synthesizing literature on the role of the health care customer from health care with that from service research and identifying "what we know". Specifically, the paper identifies how the role of the health care customer is conceptualized across key practice approaches, noting the core elements, disciplinary origins, overall contributions and illustrative references. Second, established effects of the changing role of health care customers in the key practice approaches are highlighted. Third, discussion centers on what service research can contribute to health care and what service research can learn from health care. Fourth, a research agenda on "what we still need to know", highlighting seven important areas of inquiry that emerged from the review and synthesis with suggested research questions designed to guide future research, is provided.
Review and Synthesis Methodology
In this study, conceptual and empirical articles published in health care research (medicine, nursing, and allied health professions), and service research (including marketing, consumer behavior and operations management) were analyzed. In order to assess and provide a synthesis of the literature on customer roles in health care, two commonly used approaches were combined.
First, given that health care research is a very large research field with many sub-fields such as medicine, nursing, and allied health, a meta-narrative review approach is used (Wong et al., 2013) . This form of review is especially designed for reviewing topics that have been conceptualized and studied variously by different groups of researchers. It can be used to overview a complex topic area, highlighting the relative strengths and limitations of the respective research approaches (Wong et al., 2013) and is similar to the methodology used by Hogreve and Gremler (2009) in their review.
Second, when analyzing health care customer roles in service research (including marketing, consumer behavior and operations management journals), a systematic review method was employed. This method uses a documented research process with criteria for inclusion and exclusion of selected articles (Tranfield et al., 2003) . The systematic review comprises the following steps: (1) state research questions; (2) develop guidelines for collecting literature deciding on inclusion and exclusion criteria; (3) develop a comprehensive search plan for finding literature; (4) develop a codebook for classifying and describing literature; (5) code the literature; and (6) synthesize the literature (Tranfield et al., 2003) . In the following section, the review process is outlined.
Health care research sample
First, electronic database searches in PubMed and CINAHL, widely used in health care research, were undertaken. To capture different conceptualizations of the role of the health care customer, domain experts were consulted to assist in developing relevant search terms. This resulted in the following key terms: "patient centered" and "person centered" ("care", "communication", "medicine"); "holistic care"; "patient empowerment"; "self-management"; "shared decisionmaking"; "professional-patient relations"; "self-care"; "biopsychosocial model"; "patient participation"; "collaborative care"; "patient involvement"; "patient participation"; "patient engagement"; "patient compliance"; and "patient empowerment".
The initial search revealed a large number of articles. For example, Patient Centeredness alone generated over 20,000 articles. The focus was not to cover every article ever published on the topic, but rather to provide a review of different conceptualizations of the role of the customer in health care research. To enable this, a combination of tracking early articles (when the concept first appeared), the most cited articles, and more recent articles was employed. Due to the large amount of articles, the conventional approach of including only articles published in scientific journals was used. To be included, articles had to be published in English and be peer-reviewed.
The aim of this approach was to capture conceptualizations of roles, their development and modification over time, and to identify key references. As suggested by Hogreve and Gremler (2009) , the search was supplemented by scanning the reference list of the identified articles in order to identify any other articles that fit the criteria. One hundred articles met the criteria. Each article was then read in detail.
Service research sample
For the second sample, a systematic review method (Tranfield et al., 2003) was employed to capture different conceptualizations of the role of the health care customer in service research.
The search was undertaken as follows. All ISI-rated journals that included "service", "marketing", "operations", "customer" or "consumer" in the title were included in order to capture the health care customer role specifically in the field of service research. This resulted in a total of 34 journals. To ensure that relevant articles were included, a broad search strategy was used. In a first step, an electronic search for articles that used the terms "patient" or "health" or "medicine" in the title, abstract, or keywords including both empirical and conceptual articles was undertaken. The initial search identified 1807 articles published between 1990 and 2016. All of the abstracts were scanned and those that included health care customers or patients in any way, were selected for further analysis. This resulted in 262 articles which were studied in depth.
Definitions
Consistent with recommendations for reporting literature reviews in a systematic way (Wong et al., 2013) , both reviews are reported together. First, prevalent practice approaches in both samples were identified. In this study, a practice approach is conceptualized as the organizing framework that defines the various roles and associated activities and interactions within the context of health care. Thus, it is a conceptual model of a social system in which roles and complex relations between customers and professionals are allowed to emerge (see Lave and Wenger, 1991) . The boundaries of this system are dynamic, ranging from an immediate situation at hand to more complex relations between the parties, distributed in time and space. Role may be defined as a function performed driven through formal and informal institutional rules and procedures (Akaka and Chandler, 2011) .
Analysis
Thematic analysis was used to identify and categorize articles depending on the particular conceptualization of the customer role (Braun and Clarke, 2006) . Two authors independently coded the conceptualizations and associated practice approaches into preliminary working themes of practices and then conferred using a process of abstracting and generalizing from specific observations by means of constant comparison, coding and memo procedures (Spiggle, 1994; Strauss, 1987) . Following established practice, two authors discussed all of the cases on which they disagreed and used a third author as judge to resolve any discrepancies. Discussions continued until agreement of classifications was reached. Within each of the identified themes, the conceptualization, main contribution, roles and associated activities of both the health care customer and health care professionals are articulated.
To provide additional verification that the key practice approaches and different customer roles in health care were captured an expert panel of ten health care professionals, consisting of medical professors, medical practitioners, physicians, senior health administrators, senior nurses and allied health care professionals was consulted. The domain expert panel was deliberately broadly-based to provide insights across a wide range of health care professionals. Panel members were asked to carefully consider the conceptualizations of the key practice approaches and examples and provide feedback. All domain experts verified the authenticity of the practice approaches and that the range of key practice approaches had been adequately captured. In addition, they provided helpful suggestions on specific areas for future research.
What we know

Practice approaches and conceptualizations of health care customer roles
The role of the health care customer has been conceptualized and studied under a number of different practice approaches (i.e. the underlying philosophy and the associated behaviors). To better understand the role of the health care customer, the roles of the respective health care professionals were also explored. Ten practice approaches were identified, nine originating in Table I. -Insert Table I about hereIn the Traditional Medical Model (TMM), which historically has been the predominant practice approach, the focus is on the disease rather than the person. The doctor is viewed as an authority and decision-maker. In this approach, the role of the health care customer has been viewed essentially as a passive recipient of care (Wagner et al., 2005) . Following the work of Leino (1952) , Patient Centeredness was introduced with the view to providing guidance to nurses on how to work with a focus on the patient. However, the predominant approach adopted by doctors continued to be the Traditional Medical Model through the 1960s and into the late 1970s and is still practiced today by some. In 1977 Engel and Roter, respectively, introduced the Biopsychosocial Model and Patient Participation as new practice approaches. Stemming from psychiatry, the Biopsychosocial Model was introduced because the traditional approach was viewed as inadequate (Engel, 1977) . Core elements of the Biopsychosocial Model are that it considers social, psychological and biomedical aspects in the treatment of patients (Gatchel et al., 2007) . As such, it offers a broader perspective to understanding suffering, disease and illness on multiple levels (Borrell-Carrió et al., 2004) . Patient Participation emphasizes the health care consumer's right to information, choice, voice and safety (Longtin et al., 2010) , with the core element being to activate and increase the participation of the patient in different aspects of their care (Roter, 1977) .
Patient Centeredness, had its origins in medicine and nursing (Balint, 1969; Leino, 1952) , and is referred to by a number of terms, such as Patient Centered Care (PCC), Patient Centered Medicine, and Patient Centered communications, sometimes used interchangeably (Epstein et al., 2005) . PCC was popularized by the Picker Institute and the Institute of Medicine (Berghout et al., 2015) . While a clear definition of PCC is lacking (Kitson et al., 2013; Rathert et al., 2012) , there is some agreement that it comprises the following dimensions: (1) respect for patients' values, preferences, and expressed needs; (2) coordination and integration of care; (3) information, communication, and education; (4) physical comfort; (5) emotional support; (6) involvement of family and friends; (7) transition and continuity; and (8) access to care and services (Gerteis et al., 1993; Jenkinson et al., 2002; Rathert et al., 2012) . Core elements in the different approaches to Patient Centeredness relate to considering both the disease and the person, respecting the patients' values and needs, enhancing the patient-professional relationship and communication, coordinating care in a patient centered way, and involving patients in care and decision-making.
The practice of Shared Decision-Making (SDM) emerged from the increased interest in a more customer-centered care approach and an increased focus on patient autonomy in health care interactions (Frosch and Kaplan, 1999) . The core elements of SDM are: (1) sharing information and expertise; (2) negotiating and discussing options; and (3) making medical decisions on mutual agreement between patient and professionals. Hence, a distinctive feature of SDM is the mutual process, in which both patients and professionals must be active and involved.
As the name suggests, a key focus of Person-Centered Care is an emphasis on the "whole person". Core elements of Person-Centered Care are: (1) to consider the person seeking counseling is an expert on him/her self; (2) to address the person's holistic and specific assets including individual, social and contextual factors; and (3) to place emphasis on the relationship and communication between health care professionals (and others) and the health care customer.
Using the term "person", instead of "patient", aims to highlight a move away from a passive role where the patient is seen as someone, or worse still a "body", to be "acted on". Person-Centered Care emphasizes the person behind the patient with feelings, needs and a will with the goal of engaging the person as an active partner in decision-making, care and treatment (Ekman et al., 2011) . Furthermore, Person-Centered Care relies on the knowledge of the whole person (Starfield, 2011) Evolving within the management of chronic illness and psychiatry, the Collaborative Care practice approach presents a comprehensive framework for collaboration between the customer, the health care providers and other professionals (Callahan et al., 2006; Von Korff et al., 1997) .
This approach differs from the previous approaches in that the scope is broader than the traditional patient-professional dyad. In contrast to other practices, such as Patient Centeredness, Self-Managed Care acknowledges the patient's activities both inside and outside the health care setting.
From 2000 onwards there has been a series of service research papers published on the role of the health care customer adopting practice approaches, such as the Traditional Medical Model, Patient Centeredness and Self-Managed Care, from health care research and transferring it to service research. Examples include for instance, Ouschan et al. (2000) , Berry and Bendapudi (2007) , Gallan et al. (2013) and Seiders et al. (2015) . Most recently, a new practice approach has emerged from service research that focuses on Health Care Value Co-creation, notably McCollKennedy et al. (2012 McCollKennedy et al. ( , 2016 , Sweeney et al. (2015) and Tian et al. (2014) . The core element of Health Care Value Co-creation is that the customer is an active co-creator of value and a collaborator in care, albeit to varying extents, depending on how the customer perceives the benefits (that is, perceived value).
Traditionally, service research and health care have been two separate research fields.
However, service researchers have begun to focus more on the health care service setting (e.g., Berry and Bendapudi, 2007; Elg et al., 2012; McColl-Kennedy et al., 2012 , 2016 Ozanne and Anderson, 2010) as it provides a rich context in which to explore a wide range of constructs (Ostrom et al., 2015) . The service perspective stretches beyond identifying customer needs, to actively collaborating with, and learning from customers as well as customers learning from other customers in order to adapt to their individual needs (Vargo and Lusch, 2004) . Instead of passively receiving goods and services, customers actively contribute, co-creating value with the service provider and others in their service network or ecosystem (Frow et al., 2016; McCollKennedy et al., 2012) .
While Collaborative Care and Self-Managed Care approaches imply co-creation of value they do not explicitly use the term. Further, the Health Care Value Co-creation practice approach acknowledges that: (1) health care customers will co-create value in differing ways; and (2) integrate different sets of resources, with potentially a wide range of collaborators. For example, some health care customers may see value in engaging in many and varied activities and interactions, while others would rather engage in fewer activities and interactions to co-create value. The critical point from this perspective is to recognize that value is realized in a range of ways; it is phenomenologically and contextually determined by the individual. Therefore, cocreation practices should be customized to the individual customer and methods and processes adjusted accordingly.
Established effects of the roles of the health care customer in the different practice approaches
Having identified the ten main practice approaches, highlighting the respective roles of both the health care customer and health care professionals and the attendant types of practices (activities and interactions) within each approach, an important question is what is the effect of the changing role of the health care customer on key outcomes, such as satisfaction, quality of life and health outcomes. Table II provides a summary of identified effects of specific health care customer roles for each practice approach. These effects are now discussed in turn.
-Insert Table II about given that the role of the customer is to comply, understandably there are no studies on the different roles of the health care customer or how their role has changed. However, in the remaining eight practice approaches, several effects are identified.
First, considerable interest on the effects of the role of the customer have been evident in research in Self-Managed Care and Shared Decision-Making. In Self-Managed Care, changing the health care customer role to that of a self-manager has been shown to reduce hospital costs (Lorig et al., 2001) , increase patient satisfaction (Lorig et al., 2008) , improve health outcomes (Vetter-Smith et al., 2012) , and lower overall mortality (Stock et al., 2010) . Nonetheless, in the shared decision realm, Botti et al. (2009) find that in situations of "tragic choice" where customers perceive causality for making decisions, there is more negative emotion than when the choice is made externally. However, there is also evidence that when the health care customer is a decision sharer there is higher patient satisfaction (Jahng et al., 2005) , and higher levels of quality of life (Street and Voigt, 1997) . Stewart (1984) found that when a health care customer accepts the invitation to participate there tends to be decreased drug use and improved patient satisfaction. Kinmonth et al. (1998) showed that training clinicians in Patient Centeredness improved health care customer well-being and reduced the risk of further diseases. Anderson et al. (1995) identified improved glucose control as well as psychosocial effects of empowering diabetic health care customers. Recently, research on health care customer value co-creation showed that when health care customers accept and put effort into their role as co-creators of value this positively impacts customer satisfaction and quality of life (e.g., Sweeney et al., 2015) .
What service research can contribute to health care
As health care outcomes in general are highly dependent on activities of the customer (Bitner et al., 1997) , there is a need to understand how a more active role of the customer can be incorporated into health care service delivery. Clearly, the notion of a more active health care customer role is gaining increased attention in several fields of health care research. During the last decade, health care researchers have been developing a variety of practice approaches promoting a more active health care customer across a range of diseases. Methods, tools and techniques for involving health care customers in service delivery, as well as theoretical approaches have been developed. Despite interest in both research and practice over the last few decades in making health care more customer-centered, models in health care remain "fundamentally the same" (Gibson et al., 2012, p. 531) . Often the process of involving health care customers focuses on isolated encounters, such as medical consultations or a specific decision regarding treatment (Thompson, 2007) , or through workplace wellness programs (e.g.
Maynard 2008
). Yet, Berry and Bendapudi (2007, p. 121) suggest, "health care poses many questions that service researchers could pursue. As professionals, we have an opportunity to help shape the future of health care service delivery".
In the field of service operations, perhaps surprisingly, the role of the health care customer is rarely discussed. Health care studies within service operations provide valuable insights into how to optimize patient queuing models (e.g., Su and Zenios, 2004) , managing patient service (e.g., Green et al., 2006) , how operational failures are impacting nurses and patients (Tucker, 2004) , leadership effects on patient safety (McFadden et al., 2009) , and how electronic advice impacts patient satisfaction (Queenan et al., 2011) .
In service marketing, studies in the context of health care are focused on topics related to patient satisfaction (e.g., Choi et al., 2005) , service quality (e.g., Dagger et al., 2007) , service culture (e.g., Wong and King, 2008) , responses to health messages (Keller, 2006) , or patient loyalty (e.g., Moliner, 2009 ). While few research papers conceptualize or discuss the role of the health care customer specifically, exceptions include for example, the customer's role in relation to preventive health behaviors in the health setting (Moorman and Matulich, 1993; Zainuddin et al., 2013) as well as outside the health care setting (Jayanti and Burns, 1998) , and alternative therapies (Rajamma and Pelton, 2010) . Others investigate underlying factors influencing the health customer's adherence to expert advice (Logie-MacIver and Piacentini, 2010; Seiders et al., 2015; Spanjol et al., 2015) and customer readiness, acceptance and use of health e-services (Hardey, 2010; Schuster et al., 2012) . Yao et al. (2015) expand the investigation of the use of health e-services to the peer-to-peer domain in their examination of online communities for stigmatized customers and the impact on their physical, psychological and existential quality of life. In addition, transformative service research is broadening the focus to more customer wellbeing outcomes such as quality of life, well-being, access, stress, inclusion, community, and marginalization (see for example, Smallwood, 2011, 2013; Sweeney et al., 2015; Yao et al., 2015; Zayer et al., 2015) . However, further research is needed to more fully understand the effects of the changing role of the health care customer.
McColl- Kennedy et al. (2012) explicitly explore health care customers' roles by investigating how customers actually engage in value co-creation by identifying the customers' perceived role, activities and interactions. Research shows that significant numbers of customers want to interact and co-create value, and not necessarily with just one service provider but also with communities of professionals, service providers, and other customers (McColl-Kennedy et al., 2012) . Adopting this approach would require considerable cultural change. Accepting the view that health care is not merely a transaction between the clinician and individual health care customer, but rather active collaboration between different actors in their ecosystem (such as family, friends, health information sites, and online health communities), means that the roles, activities, interactions, and responsibilities of health care customers and professionals change (Frow et al., 2016) . Tian et al., (2014, p. 256) highlight the role of health care customers, whom they label "health seekers", in using digital entertainment to bring about a more human face to health care, focusing particularly on "preventative, holistic, cocreated community-supported endeavors".
It is encouraging to see that some health care researchers have started using the value cocreation model in their research to better engage multiple stakeholders and end users in cocreating value in the research outcomes. Indeed, Janamian et al., (2014) have reported that the interlocking of multiple stakeholders (the end users) and researchers across the research journey increases the research translation and utility of the outcomes. Notwithstanding, the hierarchical power structures and professional barriers in institutional practices remain a major obstacle (Greenhalgh et al., 2010) . Also it must be recognized that not all health care customers may be willing to adopt a more active role. Thus, much remains to be done to achieve greater acceptance of the increasingly active role of the health care customer by both health care professionals and health care customers.
Importantly, it must be noted that using a practice approach where health care customers are more active, should not be seen as a threat to the health professions. Commitment to involve and co-create value with health care customers also does not imply that professionals must provide health care to customers, just because they request it. In contrast to other services, health care is highly regulated, and health care customers (and in some cases, health professionals) cannot completely choose which services, treatments, or medications they want (Bower, 2003) .
Therefore, a significant responsibility still lies with clinicians to initially propose treatment options to the individual health care customer and then work with the health care customer and other health professionals to co-produce health care options.
What service research can learn from health care
First, several practice approaches from health care research, especially the Traditional Medical Model, Patient Centeredness and Self-Managed Care have been used in service research. This has enabled the transfer of concepts, knowledge and experience related to a changed health care customer role from passive to active to be applied in service research.
Second, health care as a context has been described as a fertile area for service research (Berry and Bendapudi, 2007) , but what can service researchers take from this context to enrich the development of theory in service research? As theory is developed in a particular context, there is opportunity to learn from that theory and to test and adapt it to other contexts. Thus, by studying a "negative" service where customers are "sick", reluctant, in need of privacy and risking their life (Berry and Bendapudi, 2007) , researchers can advance service theories, testing if they can explain how service works in such a context (Voss et al., 2016) . The role of the health care customer may differ depending on the diagnoses and prognoses, which brings in a temporal dimension in service research. For instance, a customer with an ongoing illness such as cancer cannot be treated in a similar way to a patient who requires hand surgery. Clearly, one diagnosis might involve a long-term treatment with chemotherapy and be detrimental to the person's overall health, while other diagnoses might be treated and cured through a surgical procedure.
The customer role in health care illustrates the need for adequately preparing the ecosystem actors for this change. To prepare for new roles, both health care customers and professionals need to be educated and empowered. To understand what constitutes the change in the customer role and how to manage such a change is an important research gap, and therefore the authors encourage systematic work that explores and develops service theory and practice further.
Thus far, studies of customers in health care have provided new ideas about co-creative practices (McColl-Kennedy et al., 2012 , 2016 Tian et al., 2014) , the role of positivity for customer participation , and customer adherence to expert advice (Seiders et al., 2015) . The next section outlines an agenda for future research to address important research gaps. These theories can be used in models for both B2B and B2C customers. Studies in a context where the customer's role is changing provides researchers with an excellent opportunity to explore in depth and identify new understandings of what role(s) a customer is willing to adopt and consequently build theory.
What we still need to know: A research agenda for health care service research
The proposed research agenda highlights seven important areas of inquiry designed to help advance deeper understanding of the health care customer. These are: (1) managing co-creative practices; (2) better understanding of roles during value co-creation; (3) co-production models for innovation and development; (4) the effects of changing health care customer roles; (5) dysfunctional health care customer behavior; (6) use of technology to enhance the health care experience; and (7) conditions underlying negative services. The research agenda is outlined below and summarized in Table III. -Insert Table III about hereManaging co-creative practices. Service research has identified that co-creative practices cannot be managed without supportive leadership and appropriate managerial processes (Payne et al., 2008; Ramaswamy, 2009 ). In health care there are many barriers that need to be understood in order to manage co-creative practices (Bohmer, 2009) . Values, norms and a strong professional culture, as well as formal and legal arrangements, place specific demands on how to manage health care services. Managing and organizing for better value co-creation among the multiple players places attention on the establishment of organizational strategy, structure, and process that facilitate new co-creative practices. Considerable work in different practice approaches, and particularly patient involvement, focuses on the specific patient-professional roles, leaving a research gap on how to handle this issue at the strategic level. Managing such services concerns not only managing a team of professionals, rather it means managing a team of doctors, allied health care professionals, nurses, and health care customers and their families within the specific organizational context and the larger health care system. A critical question therefore is how to reorganize health care organizations and assist in embedding new forms of health care where customers are viewed as, and allowed to be, better co-creators of value and at times co-producers of service(s)? Other related important research questions are:
• What are the underlying mechanisms that link health care customers and organizations?
• How should health care organizations be re-designed to better support co-creative practice principles?
• How should new practices be embedded to enable customers and professionals to better co-create value and co-produce service(s)?
Better understanding of roles during value co-creation. The move from being a passive receiver of care to an active co-producer that takes part in decision-making and in the delivery of care requires not only new ways of organizing health care but also a change in the behaviors of employees (Bowen, 2016) . A central question is how to prepare and meet this changing role, especially since the variation in the behavior of health care customers will increase at both the individual level and for different forms of care. A health care customer is a resource integrator, applying a unique set of skills and resources to improve their well-being. Health care customers, who suffer from specific combinations of illness, pain, uncertainty and fear, might not be willing or able to take an active role (Berry and Bendapudi, 2007; Botti et al., 2009 ). In the treatment of episodic illnesses (e.g., hip surgery) the customers are subject to a standardized care process where the service provider, to a large extent, defines the process and the duration is limited in time and scope. Customers experience these health problems only temporarily and their understanding of the illness and treatment procedures is often limited and fragmented. In contrast, when dealing with ongoing and chronic illnesses, customers are often experts in their own disease or conditions and can have greater influence on their care (Bodenheimer et al., 2002 , McColl-Kennedy et al., 2012 , 2016 Spanjol et al., 2015) . Understanding what processes, tools, and business practices are useful in defining, motivating, and managing health care customer and employee roles is important to succeed with service provision in health care. Specifically, future research should address the following questions.
• How are the respective roles of health care customers and the various other health professionals defined during value co-creation?
• What processes, tools, and business practices are useful in defining, motivating, and managing health care customer and employee roles?
• How should the respective roles of each player be conveyed to the other parties involved in value co-creation?
• How should the various activities and interactions of the players be integrated to provide a seamless health care experience?
Co-production models for innovation and development. Research has shown that sick and reluctant health care customers (Berry and Bendapudi, 2007) are interested in and can contribute to service innovation. In a wide range of areas such as medical devices, social support, information technology and clinical processes, health care customers may contribute to new designs of products and services. Health care customers have unique knowledge of their own health care problem and its treatment, and so they may have ideas about how service delivery can support them in their everyday life (Tian et al., 2014) . This could include for instance, apps for self-diagnosis and/or monitoring skin cancers, reminding health care customers to take their medication and experimenting with the timing of when medication is taken. From a customer perspective, the care process is not over when the customer leaves the hospital or clinic, it continues at home in every-day living (McColl-Kennedy et al., 2012 , 2016 Spanjol et al., 2015) .
As such, the specific characteristics of health care customers make it an interesting context for research on customer creativity and service innovation. Future research could focus on the following research questions.
• In what ways can health care customers contribute to the design of new products and services?
• How can technology better enable health service to continue to be provided, coproduced and coordinated in the patient's home?
The effects of changing health care customer roles. Research on evaluating the effects (outcomes) of changing the role of the customer is limited, especially when considering the large number of studies that have been undertaken, and that the tradition in health care is to look for evidence based effects through clinical trials (Abel and Koch, 1999) . However, three types of effects have been identified: (1) improved customer perceptions of care and quality of life; (2) improved operational performance; and (3) improved health outcomes. Yet, too often the identified effects are limited to multiple case studies (e.g., Vetter- Smith et al., 2012) and studies with small sample sizes. This is particularly true when moving beyond the effects of customer perception towards effects on health outcomes. Accordingly, there is a need to identify effects that are of interest, can be accepted at the policy, administrative and professional levels, and that can demonstrate the positive and negative effects of a changed role of the health care customer in value co-creation and co-production. Given the long tradition of clinical trials in medicine and related disciplines (Abel and Koch, 1999; Peto and Baigent, 1998) , clinical trials and experiments are encouraged. This was also highlighted by the medical panel that argued "if you want to set forward a new approach to patient roles and how to organize and implement health care, you need to be clear that it is the prevailing paradigm that is the biggest obstacle since it is based on a great faith in evidence (preferably randomized trials then). So it becomes important to provide evidence, to prove that the new ways of working with patients may be more efficient and better for the patients and for the profession and the rest of the population." Hence:
• How can we better understand the effect of the changing role of the customer at the various touchpoints in the customer journey?
• What metrics can be used to capture shared decision-making (choices) across touchpoints in the customer journey and their effects on outcomes?
Dysfunctional health care customer behavior. Even if patients need health care, they may be unwilling to take a role that supports the co-production of health. In fact, health care customers may even sabotage treatments in different ways. For example, medication compliance is typically around 50%, and even lower for treatments that aim to change lifestyle or behavior (Haynes et al., 2002) . Several theories explaining customer health care behavior have discussed dysfunctional health care customer behavior. Smith and Wallston (1992) among others, argue that customers incorporate health care behavior that is in line with how they value health and how important they consider their health to be. In addition, health care customers are not always rational in their behavior or in adopting a specific role. For instance, if the value of health care and consequences of a treatment are not explicit to customers in the short-term, they may behave paradoxically in health care, such as not disclosing important medical information, lying or even sabotaging treatments. Furthermore, they may not wish to accept short-term pain for long-term gain Mischel et al., 1989) . Hence, the following research questions hold promise.
• What motivates health care customers to lie/not disclose important medical information required in treatments?
• Why do some health care customers sabotage treatments?
• Why do some health care customers refuse "healthy" choices?
Use of technology to enhance the health care experience. In health care, technology has a long standing tradition for innovating treatment methods, surgery and interaction between health care customers and professionals. There are specific service innovation models that help researchers to understand health service innovation and how to capture both incremental and radical changes in health care services (Windrum and García-Goñi, 2008) . Recently, information and communications technology has opened up possibilities for completely new types of services (Ostrom et al., 2015) . For example, Internet services can be used to increase knowledge of illnesses, symptoms and possible treatment and has changed customer-professional interactions.
The introduction of services such as remote health monitoring and smart devices that track and analyze health information have the potential to change customer-professional encounters even more with in-depth individualized knowledge of customer behaviors. In addition, technology can be used to either standardize or customize health care service provision and solve access to health care services (see Ostrom et al., 2015) . However, it also opens up ethical issues, such as how intrusive such tracking services and wearable technologies can be for the health care customer, and how health care professionals should use the information provided by such technology.
Hence:
• How can technology be used to assist in decision-making on treatment plans to minimize errors?
• What is the impact of wearing tracking devices on health care customer behavior?
• What are the ethical considerations that need to be taken into account by health professionals?
• Does the technology enhance or hinder compliance on the part of the health care customer? Why?
Conditions underlying negative services. Research on services most often focuses on positive or neutral services, rather than on "negative" services (Berry and Bendapudi, 2007) .
However, customer engagement, behavior, reactions and expectations in negative services may differ from traditional services. In the new role where customers are considerably more active, even drivers of their own health and well-being, and health care services are "outsourced", moves the customer into a complex participative system putting more responsibility on the individual customer (Mifsud et al., 2015) . These specific circumstances can create complications when customers have to carry out unwanted, complex tasks over long or indefinite periods of time (Spanjol et al., 2015) . Shifting responsibility to the health care customer might be problematic as the medical panel points out that they (the patients) "don't always have the knowledge and understanding, for example, why they should take their medicines". It is also important to note that not all health care customers wish to or can be actively involved, or that an active customer role always leads to better outcomes. As another domain expert points out, "another interesting question is does the patient want to be a customer, and if so, to what extent? Are we putting too much responsibility on the patients?" While it has been suggested that health care services are coproduced by health care practitioners and customers who collaborate in treatment, Creer and Holroyd (2006) contend that in reality, health activities are mostly the sole responsibility of the individual customer. To do this successfully requires knowledge, skills, motivation, and daily problem solving (Lorig and Holman, 2003) . Hence, it would be worthwhile to investigate the following research questions.
• What are the characteristics of patients who are motivated to take on high levels of responsibility?
• What kinds of emotional support do patients need when they are involved in decision-making?
Conclusion
In this review of the changing health care customer role, the authors have attempted to synthesize the health care and service research literatures. The review reveals ten key practice approaches, and identifies an increased activation of the health care customer's role over time. This change implies a re-orientation from the "medical gaze" of an authoritative figure who prescribes and the patient merely acquiesces, to the customer actively contributing and co-creating value with an array of health service providers and other players in the service ecosystem to the extent that the customer desires.
The identified effects of changing the health care customer role reveal that such a role can improve satisfaction, quality of life and health outcomes. However, a change in the customer's role does not automatically lead to positive effects. Indeed, there is a need to further investigate both the positive and negative effects of the changed customer role. When health care is no longer viewed simply as a transaction between the customer and professional, but instead relies on collaboration between multiple actors in an ecosystem, the roles, activities, and responsibilities of health care customers and professionals change. It also highlights the importance of the customer's broader network, such as family and friends and other health care customers. Clearly, much still remains to be done, and accordingly the authors provide a compelling research agenda along seven important avenues designed to move forward health care service research. Core elements:
(1) a focus on the disease and not the person (2) detecting deviations from "normal" (3) the doctor as an authority and the decision-maker
Emphasis on the use of the physician's expert knowledge and skills to determine the patient's medical condition, medical tests required and treatments to be administered (Emanuel and Emanuel, 1992) , with focus on the problem, not the person (Courtney et al., 1996) .
To comply with the doctor.
The patient in traditional medicine, to a large extent, has been viewed as a passive recipient of care (Wagner et al., 2005) .
Early conceptualizations sees role of patient as a subject on whom doctors can observe, operate and practice their medicine (see Osler, 1901) . Essentially, patients were to show up to medical consultations, cooperate with the doctor (e.g., answering questions) and follow the instructions for treatment (see Morton, 1937) .
To be the patient's guardian.
By using their skills and knowledge to determine, doctors diagnose and make decisions about treatment and interventions (Emanuel and Emanuel, 1992) .
Acting as the patient's guardian, the physician authoritatively determines what is best for the patient, whose main role is considered to be that of acquiescence.
Biopsychosocial model
Core elements:
(1) social (2) psychological and (3) biomedical aspects in the treatment of patients
It offers a broader perspective to understanding suffering, disease and illness on multiple levels (Borrell-Carrió et al., 2004) .
To engage in wide ranging dialogue with the clinician.
While the Biopsychosocial Model does not highlight the role of the patient, this model assumes that the patient openly shares information about him/herself, not only regarding their particular disease, but also about their psychological and social environment, such as information about their family and work situation and expresses feelings about his/her illness.
To foster wide ranging dialogue with the patient.
The biopsychosocial approach problematizes the complexity of medicine and proposes that the clinician should not bypass the patient experience by placing greater reliance on technical procedures and measurements. … the most essential skills of the clinician "involve the ability to elicit accurately and then analyze the patient's verbal account of his illness experience" (Engel, 1977, p. 132) .
Patient Centeredness
Core elements in the different approaches to Patient Centeredness relate to considering both the disease and the person, respecting the patients' values and needs, enhancing the patient-professional relationship and communication, coordinating care in a patient centered way, and involving patients in care and decision-making.
Focus on participation of patients, and patient and health professional relationships, and the context where care is delivered (Kitson et al. 2003) .
To be involved in decision-making and disease management.
Patient Centeredness is referred to by a number of terms, such as Patient Centered Care (PCC), Patient Centered Medicine, and Patient Centered communications, sometimes used interchangeably (Epstein et al., 2005) . Patient Centered Care (PCC) was popularized by the Picker Institute and the Institute of Medicine (Berghout et al., 2015) .
To take a more whole person perspective.
In contrast to the TMM, in a Patient Centered Model, the physician emphasizes the "whole-person" perspective and respect for patients' values, needs, and preferences (Mead and Bower, 2000) .
The professionals' role also includes coordinating care with the patient as central, informing and educating patients, showing emotional support, and involving patients in decision-making.
Patient Participation
The core element of Patient Participation is to activate and increase the participation of the patient in different aspects of their care.
Patient Participation approach can be seen as distinct from Patient Centered Care in that it views the patient as being active in their own care and is viewed more from the patient's perspective, rather than the physician's perspective.
Patient Participation emphasizes the consumer's right to information, choice, voice and safety (Longtin et al., 2010) .
To participate in a range of consultation-related behaviors.
An essential component of Patient Participation is the activation of patients in different aspects of their care. This includes sharing information and asking questions during consultations Roter, 1977) , coming up with suggestions for treatment and engaging in decisionmaking Longtin et al., 2010) . Gallan et al. (2013) also highlight the importance of patients having a positive attitude during consultations.
To facilitate patient participation in consultation-related behaviors.
The health care professional's role is to encourage and facilitate participation (Longtin et al., 2010) . This includes sharing power, and including patients in consultations about treatment decision-making and in the treatment plan.
Patient Empowerment
Core elements:
(1) patients understanding their disease and its effects on their body (2) patients taking control and gaining confidence (3) patients developing skills to solve problems and make decisions.
Patient Empowerment has been defined as "a social process of recognizing, promoting, and enhancing people's abilities to meet their own needs, solve their own problems and mobilize the necessary resources in order to control their lives" (Gibson, 1991, p. 359) .
To take control.
Patients are viewed as active, in reading and learning about their condition, engaging in relationships with health care professionals, mobilizing needed resources and engaging in lifestyle changes related to their disease (Gibson, 1991) .
Another emphasized aspect of Patient Empowerment is the importance of patients understanding, taking control and having responsibility for their disease (Anderson, 1995; Ouschan et al., 2000) .
To enable the patient to take control.
Professionals share control and power with the patients with regard to decision-making, collaborating, educating and empowering patients to support themselves in taking control and responsibility (Gibson, 1991) .
Rather than doing things for the patient, their role is to help the patient themselves in becoming confident in controlling and managing their disease.
Shared
DecisionMaking (SDM)
(1) sharing information and expertise (2) negotiating and discussing options (3) making medical decisions on mutual agreement between patients and professionals.
A key distinctive feature of SDM is the mutual process, in which both patients and professionals must be active and involved.
However, even if patients' rights to be informed and to participate in decision-making are well accepted, it is not always well implemented (Stevenson, 2003) , and SDM is often positioned as a "middle ground" between paternalism and full patient autonomy (Makoul and Clayman, 2006) .
To partner with the clinician in decision-making.
In SDM, ideally the patient is active during medical consultations and engages in defining their preferred role in decision-making, engages in a partnership with the clinician, articulates health problems and expectations, communicates, accesses and evaluates information, and negotiates and agrees on an action plan (Frosch and Kaplan, 1999) .
To respect the patient's preferred role in decision-making.
To engage in SDM, the health care professional in turn must be willing to establish a relationship with the patient and take time to understand the patient's preferred role in decision-making, sharing expertise and evidence, identifying choices, responding to the patient's ideas and concerns, and discussing options (Charles et al., 1997) .
Accordingly, decisions on treatment should be made based on mutual agreement.
Person-Centred Care
Core elements are:
(1) to consider the person seeking counseling is an expert on him/her self (2) to address the person's holistic and specific assets including individual, social and contextual factors (3) to place emphasis on the relationship and communication between health care professionals (and others) and the health care customer
Patient as the expert on him/herself.
In this approach, the health care customer is viewed as an individual person who is the expert on him/her self (Ekman et al., 2011) . This involves actively engaging the customer as an expert in all parts of care including treatment and decisionmaking and forming partnerships with professionals.
Empower patient to be the expert on him/herself and professional as expert on care.
The health care professional's role is to assist and empower the individual in an authentic way to become more expert, to find meaning in their existing situation and plan for the future (McCormack, 2004) . Start with the person's own narrative and experience (Ekman et al., 2011) . Collaborative Care Core elements are: (1) sharing of goals (2) engaging in building relationships (3)mobilizing resources outside the narrow patientprofessional dyad
The approach emphasizes patients' and health-care providers' shared goals, sustained working relationships, mutual understanding of roles and responsibilities. It goes beyond the patient-health professional dyad to highlight the active role that employers, community organizations, government, and other customers play in improving health care outcomes (Von Korff et al., 1997) . As such it is,similar to multiple actors in a service ecosystem (Lusch, 2011) .
As collaborator in health ecosystem.
The health care customer's role is viewed as collaboratively defining problems with the health care professional, and being involved in goal setting and in the planning of care within a broader ecosystem (Courtney et al., 1996; Von Korff et al., 1997) .
The customers' role is conceptualized as an active and willing participant in self-determination of problems and solutions. The customer is active in learning, goal setting, and building relationships with professionals, families, groups, and coalitions of resources with the professional.
As collaborator in the health ecosystem.
Instead of being an expert who solves problems and makes decisions alone and separate from the customer, the professional acts as a partner who does things with the customer and others (Courtney et al., 1996) . They act as facilitators and enablers who share power and leadership, and continuously negotiate goals, roles and responsibilities. This facilitating and enabling is done while respecting individual and cultural differences, collaboratively defining problems and creating a continuum of self-management training and support that guide and assist health behavior changes (Von Korff et al., 1997) .
Self-Managed Care
Core elements are: (1) customers' management and monitoring of care (2) involvement and responsibility in self-care and daily decision-making (3) changing lifestyle to fit one's condition.
Self-management refers to the "individual's ability to manage the symptoms, treatment, physical and psychosocial consequences and life style changes inherent in living with a chronic condition" (Barlow et al., 2002, p. 177) .
Self manager.
Core patient self-management skills and activities include patients engaging in problem solving, decision-making, resource utilization, sharing information, and forming patient/health care provider partnerships (Lorig and Holman, 2003) .
Facilitator of patient's self-management.
Health care professionals have a role in educating the patient about their disease and teaching self-care skills, forming relationships (with patients, families, communities), and in facilitating self-care and peer education (Lorig and Holman, 2003) .
Health Care Value Co-creation Core elements are: (1) the customer is an active co-creator of value and a collaborator in care, albeit to varying extents, depending on how the customer perceives the benefits (that is, perceived value) (2) health care customers will co-create value in differing ways (3) integrating different sets of resources, with potentially a wide range of collaborators. For example, some health care customers may see value in engaging in many and varied activities and interactions, while others would rather engage in fewer activities and interactions to co-create value. (McColl-Kennedy et al., 2012) .
Active co-creator of value.
Patients are seen as active co-creators of value with professionals and other actors integrating resources in the customer's service network. This may include being active in the production of care, learning and sharing information, being involved in diagnosis, disease and recovery, regulating emotions, forming relations and mobilizing resources. Importantly, the constellation of activities and interactions vary between health care customers based on what is of value to them.
To work with the customer and others in the ecosystem.
The role of the health care professional is to work with the health care customers, and potentially with others, including other health care providers such as allied health care professionals in the customer's service network to importantly realize benefit as defined by the customer. 
Biopsychosocial model
No identified relationships.
Patient centeredness
• Patient centered practice is shown to improve health status and increase the efficiency of care by reducing diagnostic tests and referrals (Stewart et al., 2000) . [Observational cohort study, primary care patients n=315] • Consultations in which clinician demonstrated a high frequency of patient-centered behavior were related to significantly higher reported compliance and was also shown to affect drug use and patient satisfaction (Stewart, 1984) . [Observations and interviews, primary care patients n=140] • More patient centered approaches in routine consultations were shown to be associated with higher indicators of patient satisfaction in patients with diabetes (Moran et al., 2008) . [Cross-sectional observations, diabetes patients n=44] • An education program in patient centered care for practitioners led to patients with newly diagnosed diabetes reporting better communication with doctors, greater well-being, and greater treatment satisfaction (Kinmonth et al., 1998) [Randomized controlled trial, diabetes patients n=610]
Patient participation
• Greater patient participation in consultations has been shown to affect patients' knowledge, satisfaction and motor functioning (Greenfield et al., 1985) . [Randomized controlled trial, ulcer disease patients n=78]
•
Interventions that promote patient participation in care changes patient behavior, improve blood sugar control, and decreases functional limitations in patients with diabetes (Greenfield et al., 1988) . [Randomized controlled trial, diabetes patients n=59]
Patient empowerment
• Programs for patient empowerment have been shown to affect psychosocial aspects as well as improving glucose control in diabetes patients .
[Randomized controlled trial, n=64]
Shared decision-making • Greater patient participation in decision-making is shown to lead to higher patient satisfaction (Loh et al., 2007) . [Randomized controlled trial, patients with depression n=405] • Involvement in decision-making is shown to lead to a decrease of decisional conflict between patients and physician and a decrease of stress levels in people living with HIV (Kremer et al., 2007) . [Cross-sectional survey, HIV patients n=79] • Shared decision-making can increase health-related quality of life and decrease work disability in adults living with asthma (Adams et al., 2001) . [Cross-sectional observational study, asthma patients n=128] • Involvement in decision-making was shown to result in more effective pain control in the case of chronic pain patients (Manias and Williams 2008) . [Observations and interviews, renal patients n=53] • Patients who believed they were more responsible for treatment decisions and believed they had more choice of treatment reported higher levels of quality of life than the patients who perceived themselves to have less decision control (Street and Voigt, 1997) .
[Longitudinal study, cancer patients n=60]
Collaborative care
• Collaborative Care is more effective than standard care in improving depression outcomes in the short and longer terms among patients (Gilbody et al., 2006) . [Meta-analysis of randomized controlled trials n=37]
Person-centered care
• A fully implemented Person-Centered Care approach was shown to shorten hospital stay and maintain functional performance in hospitalized patients (Ekman et al., 2012) . [Randomized controlled trial, chronic heart failure patients n=248]
Self-management
• Promoting self-management is shown to reduce the number of health care visits in chronic disease and reduce cost (Lorig et al., 2001) [Longitudinal, randomized controlled trial, patient with chronic diseases n=831] • Patient education and self-management was shown to reduce the need for GP visits, increase the patients' independence and reduce the number of days off work in relation to asthmatic diseases (Gallefoss and Bakke 2000) . [Randomized controlled trial, asthmatic patients n=140] • Self-management programs increased compliance, improved functional capacity, and reduced hospitalization rate for heart failure patients (Gotsman et al., 2011) . [Longitudinal study of clinical outcomes, heart failure patients n=6618] • Self-management was shown to increase patient satisfaction for patients with long term diseases (Lorig et al., 2008) . [Prospective longitudinal study, long term diseases n=443] • Nurse led self-management programs was shown to improve health outcomes for patients with diabetes (Vetter- Smith et al., 2012) .
[Multiple case-studies, diabetes patients] • Self-management programs were shown to significantly lower overall mortality and drug and hospital costs in relation to diabetes patients (Stock et al., 2010) . [Longitudinal study, cancer and pulmonary disease patients n=91,696] • When customers perceive causality for making decisions there is more negative emotion than when the choice is made externally regarding "tragic choices" (Botti et al., 2009) . [Interviews, parents to prenatal babies n=19, experiments, students n=177, 146, 145] Health care value co-creation • Active engagement in various value creating activities and interactions are associated with a higher quality of life (McColl-Kennedy et al., 2012) [In-depth interviews, cancer patients n=20] and greater well-being , [diary study n=20 and six separate survey samples, ongoing illnesses n=251, ongoing illnesses n=250, cardiovascular n=257, musculoskeletal n=138, and psychological n=235: total =1151] • Customer effort in value co-creation activities effects satisfaction with the service. Value co-creation was also shown to lead to higher levels of quality of life (Sweeney et al., 2015) . [Survey, cancer, heart and diabetes n=1008] • Active cocreation of health care patients using digital entertainment to bring about a more human face to health care focusing on "preventative, holistic, cocreated community-supported endeavors" (Tian et al., 2014 
